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IN THIS REPOR T are pyesented findings on the prevalence of ?’heuma-
toid arthritis (RA) obtainedfrom Cycle I of the Health Examination SuY-
vey. Cycle I consisted of examinations of a nationwide p~obability sample
of persons 18-79 yeavs of age selected from the U.S. civilian, noninsti-
tutional population.
This report describes the steps taken in diagnosing RA, presents the data
collected, and compares the information obtained in this suvvey with
that obtained in’ other suvveys. The relationship of the prevalence of
RA to the demographic vayiables of age, ?’ace, sex, family income, edu-
cation, family size, place description, marital status, usual activity, oc-
cupation, and industry aye examined.
Some 3.6 million adults had RA. 8A was more prevalent in women than
in men. The likelihood of having RA was about the same for both white
and Neg~o adults. The prevalence of RA varied by certain othev demo-
graphic factors. Among the differentials noted was a lower than expected
RApvevalence for persons with more education anda lower than expected
prevalence for men in the professions and in technical and managerial
fields.
SYMBOLS
Data notavailable ----------------------- ---
Category nonapplicable ------------------ . . .
Quantity zero -------------------------- -
Quantity more than Obut less than 0.05---- 0.0
Figure does not meet standards of
reliability or precision ----------------- *
RHEUMATOID ARTHRITIS IN ADULTS
Arnold Engel, M.D., and Jean Roberts, Division of Health Examination Statistics
Thomas A. Burch, M.D., National Institute of Artlwitis and Metabolic Diseases
Rheumatoid arthritis is a chronic inflamma-
tory disease of connective tissue manifested
by varying degrees of joint and constitutional
symptoms. Permanent joint deformities, disa-
bility, and chronic invalidism are not infrequent
consequences of this disease. It is hoped that the
M.a furnished by the Health Examination Survey
nmy prove useful to practitioners and to investi-
gators working with this puzzling disease of
unknown etiology.
The National Health Survey uses three meth-
ods for obtaining information about the health of
the U.S. population. The first is a household inter-
view in which persons are asked to give informa-
tion relating to their health or to the health of other
household members. The second is the collection
of data from available records, such as hospital
forms. The third is direct examination. The Health
Examination Survey (HES) was organized to use the
third procedure, drawing samples of the popu-
lation of the United States and, by medical exami-
nation and with various tests and measurements,
undertaking to characterize the population under
study.
The first goal of the Health Examination
Survey was to examine a nationwide probability
sample of the civilian, noninstitutionalized popu-
lation aged 18-79 years to obtain information on
the prevalence of cardiovascular diseases and
certain other chronic diseases, dental health, and
the distribution of a number of anthropometric and
sensory characteristics. Altogether 6,672 of a
sample of 7,710 persons were examined in the first
survey, which began in October 1959 and ended in
December 1962. Medical and other HES staff
members gave these sample persons a standard
examination, lasting about 2 hours, in specially
designed mobile clinics.
This report discusses the prevalence of
rheumatoid arthritis by age, race, and sex and
according to certain other demographic factors.
It also compares the findings of this survey with
that of other surveys. The HES findings in regard
to osteoarthritis have been published separately. *
The rheumatoid arthritis report is one of a series
describing and evaluating the plan, conduct, and
findings of the first cycle of the Health Examination
Survey. A description of the general plan and of
the sample population and response have been
published, 293providing a general background for
all the reports of findings. In this report the entire
examination of the joints is outlined “and those
parts of the examination relating to the diagnosis
of rheumatoid arthritis are discussed.
EXAMINATION AND CRITERIA
Diagnostic Criteria and Classification of
Rheumatoid Arthritis
The diagnostic criteria used in the survey
were essentially those of the American Rheuma-
tism Association (ARA)4 for active rheumatoid
arthritis classified according to the number of
criteria fulfilled. Diagnostic criteria with the
weight assigned to criteria according to the
1
present somewhat arbitrary system were as
follows :
Symptoms
1. Morning stiffness— 1 point.
2. Pain on motion or tenderness in at least
one joint (observed by physician)— 1point.
Clinical Signs (Observed by Physician)
3. A total allotment of 1-3 points was





Swelling (soft tissue thickening or
fluid, not bony growth ‘alone) in at
least one joint— 1 point.
Swelling as above in at least one other
joint—2 points.
Swelling as above with simultaneous
symmetrical involvement on both sides
of the body (terminal phalangeal joints
do not qualif y)—3 points.
4. Subcutaneous nodules over bony promi-
nences on extensor surfaces or in juxta-
articular regions—1 point.
Radiological Signs
5. X-ray changes; the minimum requirement
in the Survey was an erosion of the bone
in the involved joint— 1 point.
Serology
6. The demonstration of rheumatoid factor by
any method which in two laboratories has
been positive in not over 5 percent of
normal controls— 1 point.
Cases were classified as follows:
3 or 4 points— Probable case of rheumatoid
arthritis.
5 or 6 points— Definite case of rheumatoid
arthritis.
7 or 8 points—Classical case of rheumatoid
arthritis.
The rates for rheumatoid arthritis as deter-
mined by the Health Examination Survey refer
only to those cases diagnosed by the single exami-
nation administered by the survey. Due to the
remittent nature of the disease there maybe cases
that might not be labeled as rheumatoid arthritis
in a single examination but might be so classified
in a subsequent examination. 5
The Joint Examination
The medical history. —After a brief interview
by a receptionist the examinee was given a medical
history form to complete. Included among the
questions were some pertaining to rheumatoid
symptoms or diseases. The questions dealt with
morning stiffness, joint pain, swelling and tender-
ness, and the presence or absence of a previous
history of arthritis. Of all these questions, only
the one on morning stiffness was included in the
determination of the diagnoses of rheumatoid
arthritis.
The physical examination .—This was a
standardized physical examination for which the
method of examination had been specifically out-
lined to the examining physician, who was a fellow
or resident in internal medicine. Joints included
in this examination were the hip, knee, ankle,
feet, cervical and lumbar spine, elbow, wrist,
shoulder, metacarpophalangeal, proximal inter-
phalangeal, distal interphalangeal, sternoclavicu-
lar, and sacroiliac. Among the manifestations
of joint involvement to be looked for were pain
on motion, limitation of motion, tenderness on
compression of joints, swelling, deformity, subcu-
taneous nodules, and atrophy. The form used in
the physical examination of the joint is shown in
Appendix II. The diagnostic criteria obtained from
the physical examination were pain on motion,
tenderness, joint swelling, and subcutaneous nod-
ules. Since the subjects were only examined once,
no information is available concerning the duration
of any of the findings. Unfortunately information
obtained from the patient on symptom duration
was too unreliable for use.
Serology. —Serum for the bentonite floccu-
lation test was refrigerated and shipped to the
National Institute of Arthritis and Metabolic
Diseases (NI,IMD) for analysis for rheumatoid
2
Table A. Percent of men and women with specified findings and relative prevalence by











Severe and frequent -------------------------------
Mild and frequent ---------------------------------
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factor, In the test bentonite, anaturally occurring clinical cases at the NIAMD utilizing standards
clay in powder form was suspended undistilled
water, Particles of optimum size for the test
were obtained by differential centrifugation. The
particles were coated with gamma globulin and
dyed with methylene blue. Rheumatoid factor,
if present in an examinee’s serum, flocculated
coated particles. Findings were considered posi-
tive when at least 50 percent of the bentonite
particles were clumped into compact massesby
a serum diluted 1:32 ormore.G
Radiological examination.—X-rays were
taken of the hands and feet of each examinee
by the survey technicians. A 10 by 12 inch
film was takenof both hands with abone standard
placed between them. Similarly a 10 by12 inch
film was taken of the feet with a bone standard
placed between them. The X-rays were read
independently by three expert specialists in
arthritis from the NIAMD. None of the readers
had any knowledge of the age, sex, or clinical
state of any individual. A series of reference
X-ray plates (Appendix III) w?re prepared from
set forth by Kellgren and Lawrence.7 The films
were read for the presence of osteoporosis,
cartilage destruction, bone destruction, andanky-
losis. A 5-point score was used with ascoreof
2-4 being indicative of rheumatoid arthritis.
A high degree of agreement was found among the
readers. Rating disagreements were resolved in
conference by the three readers. A description
of the process of resolving disagreements in
ratings is given in the National Center for Health
Statistics report on osteoarthritis.1
DISTRIBUTION OF
DIAGNOSTIC CRITERIA
Table A gives the percent distribution of
each diagnostic finding inthepopulation according
to sex. The diagnostic findings tenderness and
pain on motion are listed separately, and a
separate tabulation of morning stiffness broken
down into fourdegrees ofseverityisalso included.
3
The data for morning stiffness were obtained from
the self -administered history (for exact form see
Appendix I). The four possible combinations of
answers to the question were as follows:
Symptoms occurred and Bothered the examinee
Every few days Quite a bit
Every few days Just a little
Less often Quite a bit





Symmetrical swelling, joint tenderness, pain
on motion, and severe morning stiffness were
much more common in women than men. Swelling
in one joint, positive bentonite flocculation test,
swelling in two joints, and a positive X-ray were
about as common or more common in men than
women. It should also be noted that the more
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Figure 1. Prevalence of positive X-ray,
symmetrical swell ing, and rheumatoid ar-
thritis in men, divided by the total
prevalence for all ages multipl ied by
100, by age.
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Figure 2. Prevalence of positive X-ray,
symmetr ical swell inq, and rheumatoid ar -
thritis in women, divided by the total
prevalence for all ages multiplied by
100, by age.
(IOC percent equals average prevalence for
all ages)
cess in women. The general pattern ofthedis-
tribution of diagnostic findings by sex appears to
show a greater relative prevalence in women for
those findings accompanying an acute episodeof
joint disease.
The distribution by age of the diagnostic
findings in the male and female populations are
outlined in figures 1-8. Each finding is plotted
using its own mean rate for all age groups
as a standard. Data are presented as the per-
centage that each age group rate forms of the
total rate for all age groups. For example, if
the rate at age 60 for a particular finding was
twice the total mean rate the graph would be
marked at the 200 percent level. The actual rates
for the diagnostic findings by age are given in
table 1. On each graph a similar curve for
rheumatoid arthritis is included for reference.
In general all the diagnostic findings show a
gradient with increasing age. The curves follow
more or less closely the curve for rheumatoid
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Figure 3, Prevalence of tenderness, pain
on motion, and rheumatoid arthritis’ in
men, divided by the total prevalence for
all ages multiplied by 100, by age.
(100 percent equals average prevalence for
all ages)
relative specificity of the diagnostic finding to
the diagnosis of rheumatoid arthritis. It is
interesting to note that mild, infrequent morning
stiffness shows no age gradient and so lacks any
correlation with the rheumatoid arthritis curve.
This lack of correspondence reflects the very
low true positive rateformild, infrequent morning
stiffness. It is also interesting to note that all
the diagnostic findings either decrease or level
off in males for the age group 65-74. This
parallels the small decrease in the rheumatoid
arthritis rates for males in this age group.



























Of considerable interest is the distribution
of positive bentonite flocculation tests (13FT)
in the Health Examination Survey. Table B gives
the percentof positive bentonite flocculationtests









Figure k. Prevalence of tenderness, pain
on motion, and rheumatoid arthritis in
women, divided by the total prevalence
for all ages multiplied by 100, by age.
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Figure 5. Prevalence of morning stiffness
I
severe, frequent), morning stiffness
mild, infrequent), and rheumatoid ar-
thritis in men, divided by the total
prevalence for all ages multiplied by
100, by age.
([00 percent equals average prevalence for
all ages)
the rheumatoid examinees according tothe ARA
point count. It can be seen that apositive BFTis
present in low frequencies inprobablerheumatoid
arthritis and in definite rheumatoid arthritis
which has a point value of 5. Thus, only ifthe
ARA point count is60rmore isthe percent with
positive BFT very high. Some of the cases with
a positive BFT found in the probable groupwith a
point valueof3 areprobablythe resultof achance
combination of individuals with other positive
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frequent , morning- stiffness
mild, infrequent , and rheumatoid ar-
thritis in women, divided by the total
prevalence for all ages multiplied by
100, by age.
(100 percent equals average prevalence for
all ages)
positive BFTdue to factorsother thanrheumatoid
arthritis. Theoverallprevalenceofapositive 13FT
can therefore be expected to be more in a
clinical group than in a population survey since
the clinical group contains a much higher pro-
portion of definite and classical cases ofrheuma-
toid arthritis.
Findings by Age and Sex
On the basis of the survey findings it is
estimated that of the 111.1 million adults in
the United States aged 18-79 in 1960-62, 3.6
million had rheumatoid arthritis.This represents
3.2 percent of the adults in this age range.
As classifiedby ARA criteria, 30percentofthese
cases were definite or classical arthritis and








Figure 7. Prevalence of positive benton-
ite flocculation test, swelling in one
joint, and rheumatoid arthritis in men,
divided by the total prevalence for all
ages multiplied by 100; by age.
(100 percent equals average prevalence for
all ages)
Rates for rheumatoid arthritis that are
referred to in the remainder of this report are
the sum of the rates for all cases designated
as classical, definite, orprobablebyARA classifi-
cation.
In the Health Examination Survey theprev-
alence rate for females was 4.6 percent and that
for males was 1.7 percent, giving asex ratio of
2.7/1.
In females the prevalence of rheumatoid
arthritis rose sharply with age, with the gradient
becoming steeper in each older age group. Inthe
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Figure 8. Prevalence of positive benton-
ite flocculation test, swelling in one
joint, and rheumatoid arthritis in women,
divided by the total prevalence forall
ages multiplied by 100, by age.
(100 percent equals average prevalence for
all ages)
toid arthritis. By age75-79 years 23.5 percentof
the women had rheumatoid arthritis” (tables
2 and 3).
In males the prevalence of rheumatoid ar-
thritis also rose sharply with age. In the age
group 18-24 only 0.2 percent had rheumatoid
arthritis, By age 75-79 years 14.1 percent of
the men had rheumatoid arthritis. In contrastto
females, however, there wasoneagegroup(65-
74 years) among males in which there was an
actual decrease inprevalence whencompared with
the preceding age group. Although this decrease
is not statistically significant, data from other
studies (see page 8) and individual analysis of
the diagnostic criteria (see page 6) support the
likelihood ofat least aleveling offoftherheuma-
toid arthritis rates for this age group.
Comparison of the HES findings in regard
to distribution of rheumatoid arthritis by age and
sex with those found in other surveys is of some
interest. One of these was asurveymade of the
7
population of the town of Tecumseh, Mich., in
which 90 percent of all inhabitants over the age
of 6 were examined.g From this source, only
data on persons aged 18-79 years—a total of
4,796 examinees—will be used for comparative
purposes.9 The second was a survey of a sample
of the population over the age of 15 in the towns
of Leigh and Wensleydale, England, in which a
total of 2,234 people were examined.lo The third
was a large-scale survey of a sample of the
population of 68 municipalities in the Netherlands.
A total of 141,845 persons were first screened by
a questionnaire, and the ones with rheumatic
symptoms were examined.ll The age group
surveyed was from 15-64 years old. In all three
surveys ARA criteria were employed in making
the diagnoses of rheumatoid arthritis, However,
the survey in the Netherlands counted only
probable cases “with four criteria at hand”
instead of the three criteria used in the other
two surveys and in the Health Examination
Survey. Even with the use of ARA criteria, ob-
server differences may account for a major part
of the differences in prevalence rates between
different surveys. Sex and age differentials,
however, are much less likely to be affected by
observer differences or by variation in methods
of examination.
The female/male sex ratio in the other
surveys was as follows; Tecumseh, 3.8/1;
Netherlands, 2.5/1; Leigh and Wensleydale, 2.4/1.
The corresponding HES ratio was 2.7/1.
The trends by age reported by the three
surveys were in general similar to those reported
for the United States. In figures 9 and 10, rates
from all four surveys are plotted as percentage
of the total rate for male and female, respectively,
at different age levels. For example, if the rate
at ages 65-74 years was twice the total rate for
all age groups combined, the rate for 65-74
would be plotted at 200 percent on the graph.
Since the data for the Netherlands only went up
to age 64, the total rate was less than it would
have been had ages over 64 been included. This
resulted in slightly increased percentages in the
early age groups in the Netherlands as compared
with the other groups.
For the males, three out of four surveys
showed a decrease in prevalence starting just
before the age of 60. This decrease took place
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Figure 9. Prevalence of rheumatoid ar -
~hr itis in men as reported in four sur-
veys, divided by the total prevalence
for all ages multiplied by 100, by age,
( 100 percent equals average prevalence for
all ages)
than in the others. As noted previously, the
prevalence of all diagnostic findings either
decreased or leveled off for men in the age group
65-74. Therefore in males it is probable that
there was no increase in prevalence of rheuma-
toid arthritis for the 65-74 age group. All three
surveys with relevant data showed an increase
in prevalence in the oldest age group. It must
be noted, however, that the numbers of people
examined in the oldest age group of each of these
8
three surveys (HES, Tecumseh, Leigh and
Wensleydale) were not large.
In females the trend by age was quite
similar in all study groups until about the age
of 60. Then the prevalence either leveled off
(Leigh and Wensleydale), decreased slightly and
then increased slightly (Tecumseh), or increased
steadily (HES). In the HES data it can be calcu-
lated that the rate for females aged 75-79 was
significantly higher than that for ages 55-64. Since
only a small number of people were examined in
all three surveys in these older age groups, it
is quite possible that differences in prevalence
found in these groups among the three surveys
were due to chance variation,
Demographic Variables
In the discussion that follows, the population
is classified in a variety of ways—for instance,
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Figure 10. Prevalence of rheumatoid ar-
thritis in women as reported in four
surveys, divided by the total prevalence
for all ages multiplied by 100, by age.
prevalence of rheumatoid arthritis in different
groups is compared. If the population is classified
by family income, for example, the prevalence
of rheumatoid arthritis in different income groups
is examined to determine whether prevalence
rates vary from one income group to another.
In making these comparisons, allowances must be
made for the differences from one group to another
in the distribution of people by age and sex.
Because the sampling variability of age-sex
specific values for any group is usually large,
a summary comparison by sex was thought
preferable to the presentation of prevalence
rates specific by age and sex. For this reason
the actual prevalence rate for each group is
compared with an expected rate.
The expected value of a particular group
is obtained by weighting age- and sex-specific
rates for the total United States by the age-sex
distribution for that group. The obvious meaning
can be attached to differences between actual
and expected rates with the understanding that
differences may arise by chance. A positive
difference, for example, indicates that the preva-
lence rate for the group is higher than expected.
Alternatively the data can be presented as a
ratio of actual to expected rates. If the ratio
is greater than 1.0 the actual rate is higher
than expected. If the ratio is less than 1.0
the actual rate is less than expected. In general,
where there is no statistically significant dif-
ference between the actual and expected values
for a group, differences for individual age-
specific groups exhibit only random fluctuations.
Race. — So far as can be judged from the data,
the prevalence of rheumatoid arthritis was the
same in white and Negro adults (table 4). The
rates for nonwhite males other than Negroes were
suggestively higher. In our sample the bulk of this
group was composed of American Indians in
Arizona. No reliable estimates can be made from
this small sample as to the prevalence of rheuma-
toid arthritis in American Indians as a whole or
in the other nonwhite non-Negro group. Of some
interest are prevalence data for rheumatoid
arthritis from a survey by Dr. Burch of 2,005
subjects in two Indian tribes, the Blackfoot and
the Pima. In this survey the combined female/male
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Figure Il. Prevalence of rheumatoid ar-
thritis in Pima and Blackfoot Indians as
compared with U.S. men and women, by age.
sex ratio was only l.3/l(fig.ll).Atpresentthere
is no explanation available to account for the
relatively high rheumatoid arthritis prevalence
in males of this group. 12
Residence. —There appears to be some-
what less rheumatoid arthritis in “other very
large metropolitan areas’’ (population 500,000-
3,000,000) and somewhat more in “other urban
areas.” These differences are statistically sig-
nificant in females and are in the same direction
but not significant in males (table 6). There
were no other significant differences in rates
whether classified by geographic region (table5)
or by place description (table 7). These various,
somewhat confusing groupings are discussed in
Appendix V, where all the demographic terms used
in this report are defined.
The only other data available for comparison
are provided by a survey of 68 municipalities in
the Netherlands.ll In it the lowest rates were
found for both sexes in the largest towns
(Amsterdam, Rotterdam, Hague, and Utrech).
One must of necessity take into account the
problem of observer differences when one
evaluates place differences in rates. This is of
especial importance in such diseases as rheuma-
toid arthritis, where the diagnosis is based
largely on criteria directly observed by the
physician. Significant differences in prevalence
can conceivably be produced in different areas
due to some consistent pattern of observers’
differences. This possibility has been greatly
minimized in the Health Examination Survey by
the use of a large number of physicians (62)
for conducting the examinations.
Another complicating factor in the survey
was that the itinerary for HEX was designed
to avoid the South in summer and the North in
winter. Thus if there are significant seasonal
fluctuations in the prevalence of rheumatoid
arthritis. the pattern of scheduling used in the
survey fluctuations may have acted to cancel
out regional differences.
Education and family income. —In men there
was a distinct trend toward decreasing prevalence
of rheumatoid arthritis with a higher level of
education (table 8 and fig. 12). Men who had
less than a fifth grade education had the highest
rates, and men at the highest educational level
had the lowest rates. For females no such trend
existed, and the only significant finding was an
elevation of the rheumatoid arthritis rate in those
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Figure 12. Ratio of actual to expected
rate of rheumatoid arthritis in adults,
by education.
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For all the diagnostic findings in men, with
the exception of the bentonite flocculation tests,
an overall trend existed toward decreasing prev-
alence with increasing education (tables 9 and 10).
A similar but less marked trend was also present
for women. A positive BFT at dilutions of 1:512
or more (which are felt to be somewhat more
highly diagnostic of rheumatoid arthritis than
lower dilutions)ls had a low prevalence for the
higher educational groups, It should also be noted
that severe frequent morning stiffness showed a
definite trend toward decreased prevalence with
higher educational levels but mild, infrequent
morning stiffness showed none. ln general when
both sexes are combined, diagnostic findings of
greater diagnostic effectiveness for rheumatoid
arthritis showed a more’ pronounced trend with
education.
























Figure 13. Ratio of actual to expected
rate of rheumatoid arthritis in adults,
by family income,
There appeared to be somewhat higher rates
than expected for males with less than $2,000
family income and somewhat lower rates than
expected for those with $4,000-$6,999 family
income. The distribution of rates in “females
was close to that expected, with exactly the ex.
~ected rate for the income group under $2,000 and
even a slight increase (insignificant) in rate
for the $4,000-$6,999 income group, which was
the lowest for males (table 11 and fig. 13).
Findings for HES by education and income
differed somewhat from the findings of King and
Cobb in their survey of the Arsenal Health District
in Pittsburgh. 14 Although they reported an
increased rate for females with a fifth grade
education or lower, they found no difference
in rates by education in males. As in the HES
study the distribution of rates by income in fe-
males was close to that expected. For males there
was a trend for lower rates with higher income.
However, the data were not strictly comparable
with those of HES, since only three income groups
were reported in King and Cobb’s study.
Of some interest is Cobb’s finding of
relatively higher rates when the educational
level was low and the income high or when
the educational level was high and the income
was low. The HES data, when similarly cross-
classified for education and income, show no
such elevation in rates for either high education
and low income or low education and high income.
Using the same sort of indirect age adjustment as
Cobb, the rates for the HES study were as follows:
Education
Under 5 years ----------
5-8 years --------------









Some of the differences in findings in the two
surveys may have resulted from the use of an
11
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Figure 14. Excess of actual over expected prevalence of rheumatoid arthritis, ty occupation
and sex.
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Figure 15. Excess of actual over expected prevalence of rheumatoid arthritis, by industry and
sex.
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“index of rheumatoid arthritis” by Cobb for
the study of associations of the disease and en-
vironmental factors of interest. Cobb reported
that his index had a sensitivity of 0.65 and a
specificity of 0.95 for the diagnosis of rheuma-
toid arthritis. His Rheumatoid Arthritis Index is





Have you ever had arthritis or rheuma-
tism?
Have you ever had swelling in any joints?
CO you wake up with stiffness or aching
in your joints and muscles?
As noted previously the HES technique was
based on the use of the ARA diagnostic criteria,
which may have produced somewhat different
results from Cobb’s diagnostic method.
Occupation, industry, and usual activity
status.—Men engaged in managerial and technical
occupations and in the professions had a lower
than expected prevalence of rheumatoid arthritis
(table 12 and fig. 14). Although there were no
significant differences in particular industries
taken individually, there was a strong suggestion
of lower prevalence. for men in industries with,
in general, a lower proportion of persons working
at jobs involving more than minimal physical
activity. Thus there were no cases of rheumatoid
arthritis found in men employed in government,
finance, insurance, real estate, transportation,
communication, and other public utilities (table 13
and fig. 15).
In regard to occupational data it is necessary
to consider the importance of health status and
in particular arthritis as a factor involved in
change of occupational or retirement. Thus lower
rates in working people may result from the
removal of people with a disability from the
labor force. On the other hand an individual
with some degree of disability may be shifted
to a “light job” and remain employed in the same
industry. The rates for both men and women
employees were suggestive of a low prevalence;
however, these rates had too large a sampling
variability for the differences among them to be
deemed significant (table 14).
RATIO OF ACTUAL TO EXPECTEO















Figure 16. Ratio of actual to expected
rate of rheumatoid arthritis. kY marital. .
status.
The only other data available for comparison
on occupation and industry are provided by
de Graaff’s study in the Netherlands. In his study,
male workers in agriculture had the highest rates,
while professionals had the lowest rates. There
were no significant differences in rates among
employed females. 1*
Marital status and numbey of childven. —
Widowed men and unmarried females had signifi-
cantly less rheumatoid arthritis than expected
(table 15 and fig. 16). After the age of 45 there
appeared to be a significantly lower rate for women
without children than for those with children
(table 16). Contrary to Cobb’s findings 14 the
rate for women with four or more children was
generally not higher and was never significantly
higher than for those with one to three children.
13
DISCUSSION
In the report on HES rheumatoid arthritis
findings, data were presented indicating that
rheumatoid arthritis prevalence rates by age
and sex differentials are comparable to those
reported for several other populations. The
HES findings also indicate no significant differ-
ences in rates according to race or region of the
United States.
In males there appeared to be significant
variations in rates with regard to the demographic
variables of education and, more equivocally,
income, occupation, and industry. One possible
factor acting to produce these variations may have
been the relative frequency of minor trauma to
joints associated with occupation and socioeco-
nomic status. Although not definitely established,
it is the belief of some observers that injury to
a joint not infrequently appears to precipitate
the onset of an inflammatory arthritis which
later spreads to involve other joints and finally
presents the features of rheumatoid arthritis. 15
Conclusions drawn from this survey or any
population survey using ARA criteria for diag-
noses must be qualified by the extent that these
criteria do in fact provide a valid diagnosis of
rheumatoid arthritis. This is especially important
for the category “probable rheumatoid arthritis; ’16
in which fall 70 percent of all cases in the HES
study. Moreover, it is probable that further study
of rheumatoid arthritis will show that this diag-
nosis includes a variety of diseases which are of
different etiology but which cannot be distin-
guished in the light of our present knowledge.
The HES findings in regard to the specific
ARA criteria tend to show that they are not in
fact of equal value in making a diagnosis of
rheumatoid arthritis in a general population.
Hence there would appear to be merit to the sug-
gestions of other
made to establish
investigators that efforts be
appropriate weights for each
one of the diagnostic criteria. 17
Some final caveats are in order. 1he sample
size used for the Health Examination Survey leads
to numerous statistics with high sampling
variability. Thus, many of the demographic dif-
ferentials indicated in this report should be
regarded as suggestive rather than proved. Most
demographic labels are crude indexes, only the
first steps to an investigation. Furthermore, the
variables on which the data have been classified
are more or less correlated (education, for
instance, is highly correlated with occupation).
If the sample had been larger, more detailed
cross-classification would have been appropriate.
SUMMARY
Some 3.6 million adults aged 18-79 years
had rheumatoid arthritis. Rheumatoid arthritis
is rare among young adults in the United States
but becomes increasingly common at older ages.
It is more prevalent in women than in men.
Negro and white persons are about equally likely
to have the disease.
Men with more education have lower rates
than men with less education. In occupational
terms, men in the professions and in technical
and managerial fields have relatively low rheuma-
toid arthritis rates.
There are no well-defined differences in
prevalence evident by place of residence except for
a somewhat lower rate for metropolitan areas with
populations of 500,000 to 3,000,000 and a somewhat
increased rate for urban areas not associated with
standard metropolitan statistical areas.
Rheumatoid arthritis is less prevalent in
widowed men and unmarried females than in
persons of other marital status.
14
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Table 2. Prevalenceof classical,definite,and probablerheumatoidarthritisin adults, by sex






























































































NOTE: Age-specificrates are subject to high samplingvariabilitybut are included to suggest
trends and differentials.
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Rate per 100 adults
Actual
Expected
White------- 1.7 1.7 0.0 0.97 4.6 4.7 -0.1 0.98
Negro ------- 1.5 1.6 -0.1 0.94 4.7 4.0 0.7
Other-------
1.17
4.2 0.8 3.4 5.00 5.3 3.2 2.1 1.65
19
Table 5. Actual and expected prevalence rates of rheumatoid arthritis in adults, by sex and








I Rate per 100 adults
Northeast--- 1.4 1.6 -0.2 0.87 4.7 4.7 0.0 0.99
South------- 1.6 1.6 - 1.00 4.8 4.3 0.5 1.11
West-------- 2.1 1.9 0.2 1.11 4.4 4.8 -0.4 0.92
Table 6. Actual and expected prevalence rates of rheumatoid arthritis in adults, by sex and p~pu-
lation-size groups: United States, 1960-62
Population-size group
Giant metropolitan areas------
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Table 7. Actual and expectedprevalencerates of rheumatoidarthritis,by sex and place descrip-



















‘ceual petted ence pecced
Rate per 100 adults
-0.7 0.63 4.4 4.9 -0.5
0.1 1.13 3.9 4.3 -0.4
0.5 1.37 6.9 4.3 2.6
0.3 1.15 5.9 4.6 1.3










Actual ‘x- Differ- Ex- Ex-
Differ- ~
petted ence petted ‘ctual petted
ence
petted
Under 5 years----------------- 5.5
5-8 years--------------------- 3.9
9-12 years-------------------- 0.5
13 years and over------------- 0.3
Rate per 100 adults
3.3 2.2 1.65 L3.3 8.2 5.1 1.61
2.7 1.2 1.46 6.3 6.7 -0.4 0.94
1.1 -0.6 0.45 2.7 3.3 -0.6 0.83
1.1 -0.8 0.26 3.8 3.7 0.1 1.02
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Table 11. Actual and expected prevalence rates of rheumatoid arthritis in adults, by sex and
family income: United States, 1960-62
Women
Family income



















































































































Wholesale and retail trade------------------------------






Wholesale and retail trade------------------------------
Finance, insurance,and real estate---------------------
Serviceand miscellaneous-------------------------------
Actua1 Expected Difference






















































Table 14. Actual and expectedprevalence rates of rheumatoid arthritisin adults, by sex and
usual activity status:United States, 1960-62










Actual Expected Difference Expected



















Table 15. Actual and expected prevalence rates of rheumatoid arthritis in adults, by sex and









Actual Expected Difference *xpecte~ Actual Expected Difference ~xpecte~





















































ITEMS ON THE MEDICAL HISTORY RELATING TO ARTHRITIS
4
27. a. Have you ever had morning stiffness, or weakness when You
get up? mmml
If YES b. How often? ~-
C. Does it bother you ~@mml
I
28. a. Ho# about swelling of the joints? Have YOIJnoticed anything
like that? mmml
If YES b. How often? Every few days1-
c. Does it bother You 1-1 ~
I
29. a. How about pain in the joints? Have you noticed anything like
that? l“m~
If YES b. How often? Every few days 1-
C. Does it bother you
@!!mzIl~
I
[30. a. Howabout tenderness of thejointsl’ I-laveyo unoticedanything
like that? mmzl
If YES b. How often? ~lz=Gl
c. Does it bother you [-] [-l
rlls 3032 lrag* 91
REV. 4-61
26
;1, a, tlave you ever had any reason
or arthritis?
If YES or ? b. Did a doctor
arthritis?
to think you may have rheu~tism
Bmm
tell you it was rheumatism or
mm
c. How long ago did you first start having it?
m-’~
d. Have you had it in the past 12 months?
B@IIllIl
e. Do you take any pills or medicine for it? PIIIIIKJ
64. Has a doctor ever said you had gout? mm
Iw




FORM USED IN, RECORDING FINDINGS ON THE
PHYSICAL EXAMINATION OF THE JOINTS
SUMMARY OF JOINT i NVOLVEIIENT
Joints
MAN IFESTAT 10HS





















Record positive findings as R for zight, L for left, RL for both, except for spine (Items 61 and 62) which should be
check m&kcd.
Fingers (Items 54, 55, and 56): Record total number of joints involved on right or left.
1c!Other> * ~anif=~tation~ incIude Hebecden> .S nodes, subcutaneous nodules, ulnas deviation, Pain On mOtiOn, heat)
arrophy, and funnel fist.




The following X-rays show gradings of rheumatoid
arthritis bone destruction in the metacarpophalangeal
(MC P), proximal interphalangeal (PIP), and metatar-
sophalangeal (MTP) joints of the hands and feet. The




I 2 3 4
GRADES
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EFFECTIVENESS OF DIAGNOSTIC CRITERIA
Some estimates of the effectiveness of the diagnostic
criteria are given in figure I and table I. Figure I shows
the true positive rates for the various diagnostic
findings, A “true positive” is defined in this survey as
any individual who is included in the classical, definite,
or positive rheumatoid arthritis group. Table I gives
the prevalence rate in percentages of each diagnostic
finding in both the rheumatoid and nonrheumatoid
populations. The prevalence rates in the rheumatoid
population represent the sensitivity of the diagnostic
findings.
%
ecificities and true positive rates for the
diagnostic “ndings are also given in the table. Since
extra weight had already been assigned to symmetrical
swelling and swelling in two joints, no true positive rate
or specificity was calculated for either of these findings.
Sensitivity is the chance of finding a true case, and
TRuE POSITIVE RATE
0.0 0.1 0!2 0.3 0,4 0.5 0.6 0.7 0,8 0.9 1.0








(mild, Inf rc q ant ) ...................
Ta nd arne as .............................
Elthar Ianderness or
pain on motion . ......... ........ ...
Pdn on motion . ....... ...... ........
Both tenderness and
pain on moflon ...................
Swallinq (one Joint] ..... ....... ..
Posit Ive BAT..,, ......................
Posit Iva X-ray ....................
Subcutaneous nodules ........
Figure 1. True positive rates, by diagnostic findings.
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Either tendernessor pain on moti,on---------
































































































which the originalformulationof the ARA criteria
were based18(tableIH).Naturally,inapopulationstudy,




























where there are many people entirely free from joint
complaints, the specificities are higher than in a
clinical practice, where everyone coming under obser-
vation thinks he has some joint complaint. Therefore
the ciiugtmstic effectiveness of diagnostic findings of
high specificity in population studies might more readily
he ascertained by comparing their true positive rates
(table I). With this difficulty in the use of specificities
taken into account, the specificities reported by Ropes,
and others, *6 still roughly correspond in rank order
of magnitude to those found in the HES.
The major discrepancy is the finding of a greater
specificity in the clinical group for morning stiffness
than for pain on motion and/or tenderness, which is a
reversal of the HES finding. This reversal may be
explained by the fact that the Health Examination Survey
did not specify any particular time interval for the
duration of morning stiffness. Burch found in a population
study that morning stiffness lasting iess than 10 minutes
had no association with rheumatoid arthritis. 13 In a
study by Abramson and others 324 out of 758 answered
“yes” to the interview question “Do you wake Up with
stiffness or aching in joints or muscles?” Of these
answering yes only 19 percent were recorded by a
clinician as having genuine morning stiffness.19 Thus
evaluation by a clinician probably acted to increase
the specificity for morning stiffness in the original
ARA clinical group. One can also note that more than
half of all the morning stiffness found by HES was mild
and infrequent. As noted previously this minimal






Age. —The age recorded for each person is the age
at last birthday. Age is recorded in single years.
Race. —Race is recorded as “white,” “Negro,”
or “other. “ “Other” includes American Indian, Chinese,
Japanese, and so forth. Mexican persons are included
with “white” unless definitely known to be Indian or
of another nonwhite race.
Population size. —The five classes comprising this
characteristic were derived from the design of the
sample, which accomplished a stratification of the
primary sampling units by population size in each of
three broad geographic locations. Because the survey
was started in 1960, the primary sampling units within
each of the five population-size classes were necessarily
based on populations and definitions of the 1950 census.
The name of each selected primary sampling unit within
each population-size class and geographic location,
along with other selected sample data, is presented in
an earlier report. 3
The definitions for each ~f the five population-size
classes are as follows:
Giant metropolitan. weas. —This class includes
primary sampling units defined in the census as
standard metropolitan statistical areas (SMSA’S)
having a population of 3,000,000 persons or more.
OtheY very large metyopolitaz ayeas. —Included in
this class are standard metropolitan statistical
areas with a population of 500,000 to 3,000,000 as
defined by the 1950 census.
Othev standayd met?’opolitan statistical ayeus. -
This class includes other SMSA’S.
Other urban areas.— This includes primary sam-
pling units which are highly urban in composition
but are not defined as SMSA’S.
Rwal ayeas.—llis includes primary sampling
units which are primarily rural in composition
according to census definitions,
Region.—For the purpose of classifying the popula-
tion by geographic area, the United States was divided
into three major regions. This division was especially
made for the design of the HES sample. The regions






Maine, Vermont, New Hampshire,
Massachusetts, Connecticut,
Rhode Island, New York, New
Jersey, Pennsylvania, Ohio, and
Michigan
Delaware, Maryland, District of
Columbia, West Virginia, Virginia,






Idaho, Nevada, Montana, Utah,
Arizona, Wyoming, Colorado,
New Mexico, North Dakota, South
Dakota, Nebraska, Kansas,
Minnesota, Iowa, Missouri, Wis-
consin, Illinois, and Indiana
f.khan and rwal. —For the first six primary
sampling units where examinations were conducted, the
definition of urban and rural is the same as that used
in the 1950 census. These locations are Philadelphia,
Pa., Valdosta, Ga., Akron, Ohio, Muskegon, Mich.,
Chicago, Ill., and Butler, Mo. For the remainder of the
sampling units the 1960 census definitions are used.
The change from 1950 to 1960 definitions is of
small consequence in the survey, since only six
locations are affected. The major difference is the
designation in 1960 of urban towns in New England and
of urban townships in New Jersey and Pennsylvania.
According to the 1960 definition, the urban popula-
tion comprises all persons living in (a) places of 2,500
inhabitants or more incorporated as cities, boroughs,
villages, and towns (except towns in New England, New
York, and Wisconsin); (b) the densely settled urban
34
fringe, whether incorporated or unincorporated, of
urbanized areas; (c) towns in New England and town-
ships in New Jersey and Pennsylvania which contain
no incorporated municipalities as subdivisions and
have either 25,000 inhabitants or more or a population
of 2,500-25,000 and a density of 1,500 persons or more
per square mile; (d) counties in States other than the
New England States, New Jersey, and ,Pennsylvania that
have no incorporated municipalities within their bound-
aries and have a density of 1,500 persons or more per
square mile; and (e) unincorporated places of 2,500
inhabitants or more not included in any urban fringe.
The remaining population is classified as rural,
Place description. -In this survey the urban popula-
tion is classified as living “in the central city” or
“outside the central city” “of an SMSA. The remaining
urban population is classified aa “not in SMSA.”
The definitions and titles of standard metropolitan
statistical areas are established by the U.S. Bureau of
the Budget with the advice of the Federal Committee on
Standard Metropolitan Statistical Areas.
The definition of an individual standard metropolitan
statistical area involves two considerations: first, a
city or cities of specified population to constitute the
central city and to identify the county in which it is
located as the central county; and, second, economic
and social relationships with contiguous counties which
are metropolitan in character so that the periphery of
the specific metropolitan area may be determined.
Persons “in the central city” of an SMSA are
therefore defined as those whose residency is in the
city appearing in the stand and metropolitan statistical
area title. Persons residing in an SMSA but not in the
city appearing in the SMSA title are considered to be
residing “outside the central city.”
The remaining population is allocated into rural-
farm and rural-nonfarm groups. The farm population
includes all persons living in rural territory on places
of 10 acres or more from which sales of farm products
amounted to $50 or more during the previous 12 months
or on places of less than 10 acres from which sales of
farm products amounted to $250 or more during the
preceding 12 months. Other persons living in rural
territory are classified as nonfarm. Persons are also
classified as nonfarm if their household paid rent for
the house but their rent did not include any land used
for farming.
Employment status. — This term applies to the
employment status of persons during the 2-week period
prior to the week of interview. It is not intended that
this term define the labor force or provide estimates
of the employed or unemployed population at the time
of the survey.
Persons who report that they either worked at or
had a job or business at any time during the 2-week
period prior to the week of interview are considered
employed. This includes paid work as an employee of
someone else, self-employment in business, farming, or
professional practice, and unpaid work in a family
business or farm. Persons on ]qyoff from a job and
those absent from their job or business because of
temporary illness, vacation, strike, or bad weather
are considered employed if they expect to work as soon
as the particular event causing their absence no longer
exists. Free-lance workers are considered as currently
employed if they have a definite-arrangement with one
or more employers to work f~r pay according to a
weekly or monthly schedule either full time or part
time. Excluded are such persons who have no definite
employment schedule but work only when their services
are needed. Also excluded are (1) persons receiving
revenue from an enterprise in whose operation they do
not participate, (2) persons doing housework or charity
work for which they receive no pay, and (3) seasonal
f
workers durin the portion of the year they are not
working. (It sho ld be noted that these data were not
collected for Philadelphia.)
Occupation. —A person’s occupation maybe defined
as his principal job or business. For the purposes of
this survey the principal job or business of a respondent
is defined in one of the following ways. If the person
worked during the 2-week-reference period of the
interview or had a job or business, the question
concerning his occupation (or what kind of work he was
doing) applies to his job during that period. If the
respondent held more than one job, the question is
directed to the one at which he spent the most time.
When equal time is spent at each job, the question
refers to tbe one he considers most important. A
person who has not begun work at a new job, is looking
for work, or is on layoff from work is questioned about
his last full-time civilian job. A full-time job is defined
as one at which the person spent 35 hours or more per
week and which lasted 2 consecutive weeks or more.
A person who has a job to which he has not yet reported
and has never had a previous job or business is clas-
sified as a “new worker. ”
Fe occupational groups are shown below with the
appropriate census code categories.
Occupational title Census code
Professional, technical,
and managerial workers ----- R,000-195, 250-285
Farmers and farm managers-- N,222
Clerical and sales workers --- S, Y, Z, 301-395
Craftsmen, foremen, and
kindred workers ------------ Q, 401-545
Operatives and kindred
workers ------------------- T, W, 601-721
Private household and
service workers ------------ P, 801-803, 81O-89O
Farm and other laborers
(except mine) -------------- U, V, X, 901, 905,
960-973
Unknown (including new
workers) ------------------ 995 and all other codes
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(U.S. Bureau of Census, 1960 Census of Population,
Classified Index of Occupation and Industries, U.S.
Government Printing Office, Washington, D.c.,1960.)
This information was not collected for Philadelphia
and Valdosta.
Industry. -The industry in which a person was
reportedly working is classified by the major activity
of the establishment in which he worked.
The only exceptions to the above are those few
establishments classified according to the major activity
of the parent organization, and they are as follows:
Iaimratories, warehouses, repair shops, and places for
storage.
The industry groupings are shown below. (Data
on industries were not collected for Valdosta and
Philadelphia.) The census code (the Classified Index
of Occupation and Industries) and the Standard Indus-




fisheries ------------------------- A, 017, 018
Mining and construction ------- C, 126-156
Manufacturing -------------------- B, M, 206-459
Transportation, communi-
cation, and other public
utili ties -------------------------- L, 507-579
Wholesale and retail trade ----- D, F, G, 606-696
Finance, insurance, and real
estate ---------------------------- 706-736
Service and miscellaneous---- E, H, K, 806-898















The industry “government” differs somewhat from
the usual industrial classification of government, since
it is limited to the postal service and to Federal, State,
and local public administrations. This category includes
only uniquely governmental functions and excludes those
activities which may also be carried out by private
enterprise. For example, teachers in public educational
facilities and nurses engaged in medical services of
governmental agencies are included with the “service
and miscellaneous” group.
UsuaL activity status.— All persons are classified
according to their usual activity status during the 12-
month period prior tu the week of interview. The usual
activity status, in case more than one is reported, is
the one at which the person spent the most time during
the 12-month period.
The categories of usual activity status are usually
working, usually keeping house, retired, and other. For
several reasons these categories are not comparable
with somewhat similarly named categories in official
Federal labor force statistics, First, the responses
concerning usual activity status are accepted without
detailed questioning, since the objective of the question
is not to estimate the numbers of persons in labor
force categories but to identify crudely certain popula-
tion groups which may have differing health problems.
Second, the figures represent the usual activity status
over the period of an entire year, whereas official
labor force statistics relate to a much shorter period,
usually 1 week. Finally, in the definitions of specific
categories which follow, certain marginal groups are
classified differently to simplify procedures.
Usually workiw? includes persons who are paid
employees; self-employed in their own business,
profession, or in farming; or unpaid employees
in a family business or farm. Work around the
house or volunteer or unpaid work, such as for
a church, is not counted as working.
Usually keeping house includes women whose major
activity is described as “keeping house” and who
cannot he classified as “working.”
Retired includes persons 45 years of age and over
who consider themselves retired. In case of doubt
a person 45 years of age and over is counted as
retired if he or she has either voluntarily or
involuntarily stopped working, is not looking for
work, and is not described as “keeping house. ”
A retired person may or may not be unable to
work.
OtheY in this report includes men not classified
as “working” or “retired” and women not classified
as “working, ” “keeping house,” or “retired.”
Persons who are going to school are included in
this group,
Education. —Each person is classified by education
in terms of the highest grade of school completed. Only
grades completed in regular schools, where persons are
given a formal education, are included, A “regular”
school is one which advances a person toward an
elementary or high school diploma or a college,
university, or professional school degree, Thus, educa-
tion in vocational, trade, or business schools outside
the regular school system is not counted in determining
the highest grade of school completed.
Income of family OY unrelated individuals. —Each
member of a family is classified according to the
total income of the family of which he is a member.
Within the household all persons related to each other
by blood, marriage, or adoption constitute a familY.
Unrelated individuals are classified according to their
own income.
The income recorded is the total of all income
received by members of the family in the 12-month
36
period preceding the week of interview. Income from considered married. Separated refers to married
all sources is included, e.g., wages, salaries, rents persons who have a legal separation, those living
from properties, pensions, and help from relatives. apart with intentions of obtaining a divorce, and other
Marital statzm. —The categories of marital status persons permanently or temporarily estranged from
are mavried, widowed, divorced, sepa~ated, and neve?’ their spouse because of marital discord.
married. Persons with common-law marriages are
37
APPENDIX VI
DISTRIBUTION OF DIAGNOSTIC FINDINGS
This appendixcontainsa listingof allthepatterns The frequencyofoccurrenceofeach patternisincluded
of distributionof the diagnosticfindingsfound in the intableIV.
survey arrangedaccordingtothetotalARA pointcount.
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The first cycle of the Health Examination Survey
employed a highly stratified multistage probability
design in which a sample of the civilian, noninstitutional
population of the conterminous United States 18-79
years of age was selected. At the first stage, a sample
of 42 primary sampling units (PSU’S) was drawn from
among the 1,900 geographic units into which the United
States was divided. Random selection was controlled
within regional and size-of-urban-place strata into
which the units were classified. As used here a PSU
is a standard metropolitan statistical area or one to
three contiguous counties. Later stages result in the
random selection of clusters of typically about four
persons from a neighl.mrhood within the PSU. The total
sample included some 7,700 persons in 29 different
States. The detailed structure of the design and the
conduct of the survey have been described in previous
reports. Z3
Reliability
The methodological strength of the survey derives
especially from its use of scientific probability sam-
pling techniques and highly standardized and closely
controlled measurement processes. This does not imply
that statistics from the survey are exact or without
error. Data from the survey are imperfect for three
major reasons: (1) results are subject to sampling
error, (2) the actual conduct of a survey never agrees
perfectly with the design, and (3) the measurement
processes themselves are inexact even though standard-
ized and controlled.
The first-stage evaluation of the survey was re-
ported in reference 3, which dealt principally with
an analysis of the faithfulness with which the sampling
design was carried out. This study notes that out of the
7,700 sample persons the 6,670 who were examined—a
response rate of over 86 percent—gave evidence that
they were a highly representative sample of the civilian,
noninstitutional population of the United States. Impu-
tation of nonrespondents was accomplished by attributing
to nonexamined persons the characteristics of compa-
rable examined persons as described in reference 3.
Vll
NOTES
The specific procedure used amounted to inflating the
sampling weight for each examined person in order to
compensate for sample persons at that stand of the
same age-sex group who were not examined.
Sampling and Measurement Error
In the present report, reference has been made
to efforts to minimize bias and variability of the
measurement techniques.
The probability design of the survey makes pos-
sible the calculation of sampling errors. Traditionally
the role of the sampling error has been the determination
of how imprecise the survey results may be because
they come from a sample rather than from the measure-
ment of all elements in the universe.
The estimation of sampling errors for a study
of the type of the Health Examination Survey is diffi-
cult for at least three reasons: (1) measurement error
and “pure” sampling error are confounded in the
data—it is not easy to find a procedure which will
either completely include both or treat one or the other
separately, (2) the survey design and estimation pro-
cedure are complex and, accordingly, require compu-
tationally involved techniques for the calculation of
Table V. Standard errors in prevalence rates
for rheumatoid arthritis in adults, by sex and
age: United Statea, 1960-62
Age Men Women

















variances, and (3) from the
sands of statistics, many for
tion for which there are a
survey are coming thou-
subclasses of thepopula-
small number of sample
cases. Estimates of sampling error are obtained from
the sample data and are themselves subject tosampling
error when the number of cases in a cell is small or,
even occasionally, when the number of cases is sub-
stantial.
Estimates of approximate sampling variability
for selected statistics used in this report are presented
in tables V and VI. These estimates have been pre”-
pared by a replication technique which yields overall
variability through observation of variability among
random subsamples of the total sample. The method
reflects both “pure” sampling variance and a part of
the measurement variance.
In accordance with usual practice, the interval
estimate for any statistic may be considered the range
within one standard error of the tabulated statistic, with
68 percent confidence; or the range within two standard
errors of the tabulated statistic, with 95 percent conf i-
dence.
Expected Values
In tables 4-15 the actual prevalence rates for the
various demographic variables are compared with the
expected. The computation of expected rates was done
as follows:
Suppose that in an area (say, the Northeast) the
Health Examination Survey estimates that there are
Ni persons in the ith age group (i= 1,2 . ..7. sum of
Ni = N).
Suppose the Health Examination Survey estimates
that the RA prevalence rate for the United States in
the ithage group is Xl.
Then the expected RA rate for the area is
Comparison of an actual value for, say, a region,
with the expected value for that region is undertaken
on the assumption that a meaningful statement can be
made which holds, in some average way, for all persons
in the region. This may or may not be true. The spec-
ified region may have higher values for young persons
and lower values for old persons than are found in other
regions. In that case an average comparison will ob-
literate one or both of these differentials. A similar
remark may be made with respect to values computed
for all races together, since relationships found in one
race may not be found in another. In arriving at the
general conclusions expressed in the text, an effort was
made to consider all the specific data, including data not
presented in this report; but it must be recognized that
balancing such evidence is a qualitative rather than a
quantitative exercise. The standard error of the differ-
ence between an actual and an expected value may be
approximated by the standard error of the actual value.
Small Numbers
In some tables magnitudes are shown for cells for
which the sample size is SQ small that the sampling
error may be several times as great as the statistic
its elf. Obviously in such instances the statistic has
no meaning in itself except to indicate that the true
quantity is small. Such numbers, if shown, have been
included to convey an impression of the overall story
of the table.
Tests of Significance
Tests of significance for the demographic variables
were performed in two ways. The first was to divide
the difference between the actual and expected values
by the standard error of the actual value. For example,
for unmarried women the actual value was 1.6 percent
lower than expected, and the standard error was 0.4
percent. Since the difference was four times its stand-
ard error, it may be deemed statistically significant,
The second method was to examine the age-
specific differences (not published) between the prev-
alence for the specified group and the prevalence for
all persons. Thus, for widowed men the RA prevalence
for all six age groups was less than the overall prev-
alence for these age groups. One of the seven age
groups (25-34 years) had no cases of RA recorded
and thus could not be used for purposes of comparison.
The probability of such an occurrence is 0.02, and the
difference is considered statistically significant.
41
Table VI. Standard errors in prevalence rates for rheumatoid arthritis in adults, by sex and
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Agriculture, forestry, and fisheries---.------------------------------------------.-
Mining and constmction -------------------------------------------------------------
Manufacturing -----------------------------------------------------------------------
Transportation, communication, and other public utilities ---------------------------
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Finance, insurance, and real estate-------------------------------------------------





















































Table VI. Standard errors in
selected
prevalence rates for rheumatoid arthritis in adults, by sex and
characteristics: United States, 1960-62—Con.
Characteristic
Occupation
Professional$ technical, and managerial ---------------------------------------------
Farmers and fammanagers -----------------------------------------------------------
Clerical and sales workers----------------------------------------------------------
Craftsmen, foremen, and kindred workers ---------------------------------------------
Operatives and kindred workers ------------------------------------------------------
Private household and service workers -----------------------------------------------





13 years and over -------------------------------------------------------------------
Familv income
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